An outline is given of the use of fiberoptic instruments in the management of some respiratory problems in the Intensive C are Ward. In particular, bronchoscopy and inspection of the trachea and larynx prior to closure of tracheostomy are described.
The development of fiberoptic instruments has marked a great advance in endoscopic examination. Their use has come to have a place in the management of respiratory patients in the Intensive Care Ward of the Princess Alexandra Hospital for bronchoscopy and the routine examination of the trachea and larynx prior to closure of tracheostomy.
(a) Bronchoscopy
Bronchoscopy has many applications m Intensive Care patients. These include removal of secfl3tions, treatment of atelectasis, determination of the origin of bleeding within the tracheobronchial tree, diagnosis, the collection of specimens, and the systematic application of bronchial lavage. There has, perhaps, been a tendency to overlook the value of bronchoscopy during the acute stages of illness. This applies especially to patients receiving intermittent positive pressure respiration (I.P.P.R.) with grave ventilatory problems because bronchoscopy with conventional instruments is a hazardous procedure for the patient, involving removal of the airway and a ventilatory situation which, despite various measures, is less than perfect. This may result in a further acute derangement of lung function overshadowing the good done by the procedure. Its expeditious performance requires a degree of skill usually attained by relatively few, and this may have limited its on-the-spot usefulness in general Intensive Care situations.
Use of the flexible fiberoptic bronchoscope overcomes most of these problems. The patient's tracheal tube need not be removed for the procedure, and positive pressure ventilation The open channel is uSl'd for suction, specimen collection or hn·age. I t is not \Try \ride, but is usually ackquate, and thick secretions can 1)(' brokc'n dO\\'n In' the installatioll of saline.
\ "hen used for diagnostic purposes, general endotraclwal anaestlwsia is used. For patient,.; on I.P.P.I<., little lllodification of drug therap\' is necessary, and \'entilation need not he altered, the diaphr;tgm ensuring an air-tight s('al around the instrument. Cautioll must he exercised in limiting periods of suction which could result in hypoxia as with a 11\' other method. .\s a precaution, the inspired oxygen cOlHTntration is increased during the procedure.
It is emphasized that the use of the broncllOscope is not considered a substitute for the application of posture, physiotherapy, and endotracheal suction in dealing with secretions and infection. These measures remain the mainstay of pre\'ention and treatment. In certain patients, howewr, radiological findings or the persistence of local signs make more direct elucidation desirable.
(b) J)ctcctiOI1 of the local complications of trlle hcoslolll \, Local mechanical complications of tracheostomy or the disease process occasioning it ha ve been well described. In our own series of approximatel\' -i;iO adult tracheostomies, we have encountered a number of complications which were diagnosed only when attempts to dose the tracheostomy resulted in respiratory distress. These include granulations in the segment of trachea above the stoma (two cases), damage to the larynx b\' inadvertently high traclteostom~' (011(' case), and damage to the larnlx, undetected at tracheostomy by initial trauma in two patients with severe chest injury.
It is nO\v our practice to examine the trachea al1(l the larynx prior to closing the tracheostomy. This has replaced our former routine of changing from a cuffed tube to a small metal (Negus) tube \\'hich was subsl'quently corked for a trial period. c\fter a convcntional period of pre-operatin' stan'ation, the patient is plan'd supine on his bed with thl' head extend('d and the tracheostomy tube n·mm·ed. Topical lignocaine (1 ·0 ml of ·1 per cent) is instilled into the stoma which is then occluded with a gauze swab for a few s('conds. The trachea and main bronchi are inspected with the Olympus Fiberoptic Bronchoscope via the stoma and any secretions present removed. The segments of trachea proximal and distal to the stoma can be visualized with this instrument, but we have found that a better composite picture can be obtained using the telescopes of the Storz fiberoptic Laparoscope. The trachea from the stoma down can be visualized with the 30° angled telescope and the trachea and larynx above with the 70° angled telescope without physical disturbance of the stoma. The tip of the instrument is inserted just within the trachea through the stoma (Figures 3 and 4) . By slight manipulation, the edges of the stoma can be seen from within, and the entire air passage visualized. Mild visual distortion, especially of the long distal segment, is present due to the wide angle of vision but one rapidly becomes accustomed to it. The under surface of the vocal cords can be well visualized, and their movement on normal breathing, phonation and swallowing determined.
The procedure involves no discomfort to the patient and no sedation is necessary. It is thought to be worthwhile and it may reveal an unsuspected complication which can be dealt with appropriately before it has manifested itself clinically on attempted decannulation. It is probably of no value in the detection of tracheal stenosis, which is a later complication, although the presence of marked inflammation in the trachea may put one on one's guard for its development. All patients are followed up on discharge from the ward, and tomograms of the trachea obtained to try to achieve early detection of tracheal stenosis.
